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Background: Gambling disorders affect about one percent of adults. Effective treatments are available but only a
small proportion of affected individuals will choose to attend formal treatment. As a result, self-directed treatments
have also been developed and found effective. Self-directed treatments provide individuals with information and
support to initiate a recovery program without attending formal treatment. In previous research we developed an
telephone-based intervention package that helps people to be motivated to tackle their gambling problem and to
use basic behavioral and cognitive change strategies. The present study will investigate the efficacy of this
self-directed intervention offered as a free online resource. The Internet is an excellent modality in which to offer
self-directed treatment for gambling problems. The Internet is increasingly accessible to members of the public and
is frequently used to access health-related information. Online gambling sites are also becoming more popular
gambling platforms.
Method/Design: A randomized clinical trial (N=180) will be conducted in which individuals with gambling
problems who are not interested in attending formal treatment are randomly assigned to have access to an online
self-directed intervention or to a comparison condition. The comparison condition will be an alternative website
that offers a self-assessment of gambling involvement and gambling-related problems. The participant’s use of the
resources and their gambling involvement (days of gambling, dollars loss) and their gambling problems will be
tracked for a twelve month follow-up period.
Discussion: The results of this research will be important for informing policy-makers who are developing
treatment systems.
Trial registration: ISRCTN06220098
Keywords: Clinical trial, Brief intervention, Gambling disorders, Online intervention, Trial protocolBackground
Significance
Gambling disorders are broadly defined as persistent
and recurrent gambling that disrupts personal, family or
vocational functioning [1]. Prevalence rates vary among
jurisdictions according to availability and accessibility of
gambling as well as definitional, measurement and other* Correspondence: dhodgins@ucalgary.ca
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reproduction in any medium, provided the orresearch design factors [2,3]. In Canada, all provinces
have conducted one or more prevalence surveys and
rates of problem gambling range from 0.7 to 1.4% of
adults [4]. The personal, social, and economic costs of
gambling disorders are large – including impairment or
loss of relationships, stress-related medical problems,
elevated risk of suicide, criminal offences and financial
difficulties [3]. In addition, rates of comorbid mental
health disorders such as mood, anxiety, attention
deficit and substance use disorders are higher than
expected [5,6].l Ltd. This is an Open Access article distributed under the terms of the Creative
ommons.org/licenses/by/2.0), which permits unrestricted use, distribution, and
iginal work is properly cited.
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gambling disorders is imperative. However, only about
one in ten gamblers with a lifetime diagnosis of gambling
disorder will ever seek treatment [7,8]. Many of these
problem gamblers are unwilling to access treatment, often
because of stigma, embarrassment or a desire to handle
their problems on their own [9-12]. These problem gam-
blers, nonetheless, can be helped. Research has demon-
strated the effectiveness of self-directed interventions for
gambling problems [13-15]. This area deserves more
attention because it addresses a cost-effective means of
helping problem gamblers without requiring them to
come to treatment. The aim of self-directed interventions
is to help problem gamblers where they are, thus circum-
venting many of the barriers associated with traditional
treatment.
Treatment outcome in disordered gambling
Outcome research for problem gambling treatment is
limited but independent groups of investigators have
begun to establish an evidence base in two related
areas: cognitive-behavioral models [16-21] and brief
self-directed treatments [22]. Brief treatments involve
provision of self-directed written materials or limited
contact with clients. For individuals not willing to seek
formal treatment, brief interventions may be an attract-
ive and effective, non-threatening alternative [23]. In two
separate randomized clinical trials (N= 102, N = 314),
we recruited individuals suffering gambling problems
who wanted self-directed treatment but were not willing
to attend formal treatment. Both trials supported the
efficacy of a cognitive-behavioural self-help workbook
sent via mail combined with a motivational telephone
intervention [13-15]. The workbook was developed based
upon earlier qualitative research on the process of recov-
ery from pathological gambling [24,25]. It was designed to
be brief, easy to read and to include practical change strat-
egies [25]. It has been translated from English into a num-
ber of languages (French, Japanese, Portuguese, German,
Swedish, and Norwegian) and is disseminated in a number
of jurisdictions (e.g., Iowa, Oregon, Alberta). In the
Hodgins et al. (2009) trial, participants at follow-up specif-
ically identified using the workbook’s cognitive and behav-
ioral strategies and viewed them as important in their
recovery. A logical extension of this type of treatment is
the use of the Internet as a platform for providing this
type of self-directed treatment. Three factors support this
direction: Internet access is widespread, the Internet is
used to provide health treatment in a variety of areas and
Internet-based gambling continues to grow.
The internet as a treatment platform
The use of the Internet as a platform has begun to be
exploited in areas other than problem gambling. In thelarger area of eHealth interventions, Portnoy and collea-
gues [26] reviewed 75 randomized controlled trials of
different health behaviours and found general support
for computer-based interventions. Despite the promise
of the Internet, there remains limited research done
in this area in regard to disordered gambling [23]. In
Sweden, a randomized trial investigated the efficacy of a
therapist-assisted web-based cognitive-behavioral pro-
gram [27]. Compared with pathological gamblers on a
waitlist, participants receiving the intervention had bet-
ter gambling outcomes at three months. These gains
were maintained over a 36 month follow-up interval.
Cooper [28] and Wood [29,30] conducted qualitative
studies investigating the use of online support groups
among gamblers.
Our research team is also undertaking a randomized
controlled trial of a brief personalized feedback interven-
tion for problem gamblers (CYG; www.CheckYourGam-
bling.net). In the CYG, the participant completes a brief
assessment and then receives a personalized feedback
report. Our pilot data (N = 61) indicated a decrease in
gambling expenditures among individuals who volun-
teered to use the Internet self-assessment program [31],
although our larger trial indicated that this effect is
modest [32].
Such personalized feedback is often regarded as the
first step in a self-directed brief intervention. However,
there have been no reports of the development and evalu-
ation of full Internet-based interventions that incorporate
the full range of cognitive behavioural exercises that have
been successful in paper-based self-directed formats.
Problem gamblers have certainly indicated an interest in
Internet-based services, with half of possible/probable
pathological gamblers voicing an interest in a recent
Ontario general population survey (N = 8467) [33]. The
goal of this proposed research is to establish whether
self-directed materials placed in an online context can
provide a new tool to help problem gamblers deal with
their concerns.
Access to the internet is crucial
The growing availability of the Internet makes it an ideal
vehicle to help improve the accessibility of services for
problem gamblers. Internet use has become widespread
and is increasing. In 2011, 82% of Canadians had access
to the Internet [34] and the majority of Internet users
has accessed a health website [35]. Internet users include
individuals with gambling disorders. A general popula-
tion survey found that 73% of problem gamblers had
home access to the Internet in Ontario in 2007 [36]. As
our history of radio, TV and VCR ownership demon-
strates, any remaining disparities in current use of the
Internet across groups will likely reduce to the point that
access is close to universal.
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The first Internet gambling sites opened in 1995 and in
2011, there was an estimated 2400 sites operated by 650
different companies [37]. Estimates of participation rates
in Canada range from 2.1% to 3.5% of adults [38], which
are surprisingly high given that these companies are es-
sentially operating illegally. Recently some provincial
governments in Canada are beginning to offer legalized
online gambling which will increase participation.
Potential moderators and mediators of brief Internet
interventions
How do brief interventions work and for whom? There
has been little research into potential moderators and
mediators of brief treatments in gambling disorders. In
terms of moderators, exploratory analyses of our recent
self-directed treatment for gambling problems (Hodgins
et al. 2009) uncovered two factors that reliably predicted
outcome- previous gambling or mental health treatment
experience and self-efficacy. Participants who had no
previous treatment and those that rated themselves as
more likely to be successful had better outcomes regard-
less of the level of gambling problem severity. It is pos-
sible that these individuals are “natural” self-changers or,
alternatively, that treatment-seeking is an indicator of
one dimension of problem severity. Self-efficacy is often
identified as a predictor of outcome from substance
addictions [39,40] and may predict better success with
self-help methods [41]. Self-efficacy can also act as a me-
diator of outcome. In our recent trial we found that im-
provement in self-efficacy as well as baseline self-efficacy
correlated with improvement in gambling involvement
[15]. In the smoking area, a study that compared an
Internet-based cognitive-behavioural intervention to an
information only control similarly found that self-efficacy
was a significant mediator of cessation [42]. In the present
study, we hypothesize that self-efficacy will both moderate
and mediate outcome.
The Danaher et al. (2008) smoking trial identified pro-
gram involvement as a second mediator. Participants
who used program features more often, and completed
more exercises, had better outcomes. A second Internet
smoking cessation trial also found that program involve-
ment mediated change [43]. Similarly, we hypothesize
that degree of program involvement in the Self-Change
Tools (SCT) intervention will mediate its increased
`1`1`impact on reducing gambling behaviour compared
with the control.
Methods/Design
The proposed research will evaluate a full Internet-based
self-directed intervention for problem gamblers using a
single blind, randomized controlled trial comparing par-
ticipants who are provided access to the SCTs ascompared to those who are only provided the CYG per-
sonalized feedback screener (the control condition).
There is one primary hypothesis and four secondary
hypotheses:
Hypothesis 1: Respondents will display significant
reductions in their gambling behaviour in the twelve
months after being provided access to the online SCTs
as compared to participants only provided with the
normative feedback control intervention (CYG).
In addition, two potential moderators and two poten-
tial mediators of the impact of the full intervention, pro-
gram involvement and perceived self-efficacy, will be
tested as secondary hypotheses:
Hypothesis 2: Respondents with greater baseline
self-efficacy will display significant reductions in their
gambling behaviour in the twelve months after being
provided access to the online SCTs or the CYG
compared to participants with lower baseline self-
efficacy.
Hypothesis 3: Respondents who have never accessed
gambling or mental health treatment will display
significant reductions in their gambling behaviour in
the twelve months after being provided access to the
online SCTs or the CYG compared to participants with
previous treatment involvement.
Hypothesis 4: Respondents in the SCTs intervention
condition who have more involvement with the SCTs
intervention between baseline and three-month follow-
up will demonstrate more improvement in gambling
outcomes at six- and twelve-month follow-up,
compared to respondents who have less involvement
with the SCTs intervention.
Hypothesis 5: Respondents in the SCTs intervention
condition will display significant increases in their
perceived self-efficacy to deal with their gambling
concerns in the three months after being provided
access to the online SCTs as compared to participants
in the control condition. Participants with greater
improvement in self-efficacy will show greater
improvement in gambling behaviour.
Ethics approval
The research methods to be used in this study have been
approved by the University of Calgary Conjoint Faculties
Research Ethics Board (certificate 7279).
Participant recruitment and randomization
Following procedures we have used in our earlier stud-
ies, media announcements (newspapers, radio, and web-
sites) will be used to recruit individuals concerned about
their gambling and interested in web-based self-directed
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et al. (2009): 18 years of age or older; perception of a
gambling problem and scoring a 3 or greater on the
Problem Gambling Severity Index of the Canadian
Problem Gambling Index (PGSI- CPGI; [44]); gambled
at least once in the past month; not involved in treat-
ment at present (includes Gamblers Anonymous and
any medical or psychological treatment where gambling
problems are addressed); willingness and ability to
access a website in English (to ensure reading ability);
willingness to have telephone contacts recorded, willing
to provide follow-up data on gambling; willingness to
provide the name of a collateral (family or friend) to
help locate them for follow-up interviews and the name
of the same or a different collateral for data validation.
Use of psychiatric medications for other mental health
disorders will not be an exclusion criterion, although
use will be assessed and monitored as a potential treat-
ment moderator.
To ensure an adequate number of participants are
assessed within the timeframe, recruitment will occur
across Canada. Both urban and rural settings will be
targeted. Interested individuals will be provided with a
website address with information about the study, in-
cluding eligibility criteria and a toll-free number to call
or email address to use if interested. Having participants
access a website at this point in the recruitment process
is designed to minimize the number of participants who
are randomly assigned but never access the intervention
or control website (30% in one of our recent alcohol
trials).
Individuals will be contacted by telephone and if they
meet eligibility criteria and provide informed consent,
they will receive a brief telephone assessment (gambling
history and behaviour, self-efficacy) and then will be
randomly assigned to one of the two intervention condi-
tions, stratified on sex, gambling problem severity and
treatment history (yes or no) [45] using MINIM, a com-
puter program which uses the method of minimization.
Problem severity, based on the NODS described below,
will be defined as low-moderate (6 or fewer DSM-IV
criteria) or high (7–10 criteria).
Intervention conditions
Self-change Tools (SCTs)
SCTs, as described above, integrate the self-directed
written materials [24] that were evaluated in the three
brief treatment trials [13,15,46] and a trial of a self-
directed relapse prevention for gambling problems [47].
A major focus is to provide individuals with clear and
concise behavioural and cognitive strategies for meeting
the goal of reducing or quitting gambling. The materials
are presented as a series of options from which partici-
pants will choose what strategies seem most relevant tothem. Participants will have ongoing access to the site
over the follow-up period to make it as similar as pos-
sible to other web resources in terms of accessibility.
The enhancements to the workbook content include
three features. First, whereas the workbook encourages
individuals to self-monitor their gambling, the website
will provide a more structured option for individuals to
maintain an online log of gambling and gambling urges.
A further option will be to use a smartphone application
to collect this self-monitoring information. A second
enhancement is the expansion of the self-assessment
component of the workbook to include more structured
personalized normative feedback of gambling involve-
ment. Again, the workbook provides some of this
feedback but in a less comprehensive way. The third en-
hancement is the option for individuals to receive motiv-
ational email or text reminders of their progress and
goals. This feature is somewhat similar to the motiv-
ational telephone booster calls provided in Hodgins
et al. (2009).
Check your gambling (CYG; www.CheckYourGambling.net)
CYG will be used as the control intervention. Although
we hypothesize that the SCTs will be a more powerful
intervention than the CYG, CYG is a credible and
ethically appropriate control comparison. In the CYG,
the participant completes a brief assessment and then
receives a personalized feedback report. The persona-
lized feedback materials start out with a brief statement
of the purpose of the report (“help to give you a picture
of your gambling and let you know how your gambling
compares with other Canadians”). The person is then
provided with a summary of the types of gambling
engaged in, along with a comparison of how this relates
to other Canadians of their sex, a summary of their
Problem Gambling Severity Index score and interpret-
ation and a description of the types of gambling cogni-
tions that the person endorsed. The final element of the
feedback is a list of techniques that the person could
adopt to lower the risk associated with their gambling.
Baseline assessment
The brief telephone baseline assessment (adapted from
Hodgins et al. 2009) will include a demographic profile
(age, sex, education, marital status, income, ethnicity
and racial status, employment status) and a gambling,
mental health and treatment history including a timeline
interview of types of gambling (online, land-based), fre-
quency, and money spent for the past three months
[48,49]. Problem gambling severity will be assessed using
the past year Problem Gambling Severity Index and
the lifetime and past three month version of the
NORC DSM-IV Screen for Gambling Problems (NODS)
[50,51] which indicates DSM-IV severity. Hodgins [52]
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a 1-year follow-up after a brief treatment to assess its
utility as a treatment outcome measure. Internal reliabil-
ity was fair to good and the factor structure and item-
total correlations supported the existence of a single
higher order construct that correlated moderately with
gambling behavior and outcome. Self-efficacy will be
administered using the Gambling Abstinence Self-
efficacy Scale (GASS, [53], a 21 item self-report scale
with evidence of concurrent and predictive validity in
problem gambling treatment samples. In addition, parti-
cipants will be asked to identify a treatment goal (quit or
reduce gambling) and how successful they think they
would be (0 “not at all” to 10 “extremely”) in the next
6 months and in the next 12 months. The Kessler 10
(K10) questionnaire will be included to provide a con-
tinuous measure of general psychological distress that is
responsive to change over time. The K10 has been well
validated and its brevity and simple response format are
attractive features. It also produces a summary measure
indicating probability of currently experiencing an anx-
iety or depressive disorder [54,55]. Quality of life will be
assessed by the WHOQoL-8, an eight item version of a
widely used measure. This short form has been used in a
number of countries, is robust psychometrically, and
overall performance is strongly correlated with scores
from the original WHOQoL [56].
Follow-up assessment
After three, six and twelve months, a follow-up assess-
ment of gambling behaviour (timeline method), problem
gambling severity (NODS), self-rated improvement, self-
efficacy (GASS), psychiatric distress, quality of life, use
of other treatment resources, and impressions of site
features and tools will be conducted. Although it would
appear efficient to conduct follow-up assessments via
the Internet, previous experience has shown that attri-
tion is extremely high with this type of design. In our
previous research, follow-up interviews were conducted
via telephone with good follow-up rates. As a result, our
follow-up interviews in this study will be conducted via
telephone. We will collect extensive contact information
for participants to minimize losing contact (e.g., contact
information for family and friends, work contact, email
contact, etc.).
Participants will also be asked to provide the name of
a collateral (family or friend) who can confirm their self-
reported gambling behaviour through a brief telephone
call. In Hodgins et al., (2001, 2009) agreement between
participants and collaterals was r = .61 and ICC = .69
for dollars lost and r = .66 and ICC = .53 for days of
gambling, indicating fair agreement. As in previous re-
search [49,57], collaterals who described themselves as
more confident showed better agreement and in generalcollaterals tended to report less gambling than partici-
pants suggesting that participant reports are not attenu-
ated by minimization.
Process measures
We will have access to a complete record of the amount
and type of use participants make of the SCTs (and the
CYG). Following methods used by Danaher (2008) and
Strecher (2008), we will operationalize degree of involve-
ment with SCTs by recording the number of times the
participant accesses the site as well as the number of
tools the participant uses (as assessed by page views,
form completions, etc.) and length of involvement with
the site (e.g. use of the site over time). This information
will be used to test the mediation hypothesis that degree
of involvement is related to success at overcoming gam-
bling problems.
Primary and secondary outcome variables
Two major outcome variables for testing the primary
and secondary hypotheses will be: mean days per month
gambling and NODS scores. Mean dollars lost per gam-
bling day, total dollars lost and self-rated improvement
will be used as secondary outcome variables. Days and
dollars spent gambling will be calculated for the three
months pre-treatment and for each follow-up period.
The data will be inspected for approximate normality
or symmetry and, if necessary, subjected to appropriate
transformation.
Blinding
Participants will be aware that they will be assigned to
one of two intervention options, although neither one
will be described as potentially superior. Baseline assess-
ment occurs prior to randomization. Follow-up assess-
ments are conducted by interviewers who will be blind
to participant assignment.
Analyses plan
Primary analyses for Hypothesis 1, comparing outcomes
for the two groups, will be based on the appropriate ran-
dom effects model to properly account for the longitu-
dinal nature of this data. Condition (2) and Time
(0,3,6,12) will be modeled as fixed factors while the par-
ticipants will be modeled as random factors. Separate
analyses will be conducted for each primary and second-
ary outcome variable. This same analytic approach will
be used for Hypothesis 2 and 3, examining moderators.
Baseline self-efficacy, past use of treatment, and baseline
NODS scores will be included as additional factors. For
Hypothesis 3 and 4, the mediation hypotheses, the pro-
cedures recommended by Preacher and Hayes [58] will
be conducted using a series of random effect models.
Missing data should not be a major issue but techniques
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location and type of missingness.
Sample size and power analysis
We propose to collect a sample of 180 participants and
we estimate (based upon Hodgins et al., 2009) that we
will successfully follow about 153 participants at three
months. This number will ensure a heterogeneous sam-
ple of individuals that will provide a valid assessment of
the perceived value of different components of the SCTs.
Based upon previous experience, about half will be of
each sex. This number will also provide sufficient power
to conduct the proposed statistical tests comparing the
two conditions, based upon gambling frequency and
NODS data from Hodgins et al. (2001, 2009), assuming
a correlation of .5 between baseline and follow-up
values, power = 0.80 and a Bonferroni corrected α =
.025 (.05/2 outcome variables). This sample size is esti-
mated so as to be sufficient to detect a difference of
about 2 gambling days per month between conditions at
each follow-up interval (medium effect size). This degree
of difference is clinically meaningful in terms of gam-
bling involvement. Similarly, this sample size will detect
a 1 point difference on the NODS at 12 months. Given
the complexity of estimating power for HLM models,
these calculations are based upon a more simple
repeated measures ANOVA model [59], with an attrition
rate (i.e., not followed after baseline assessment) esti-
mated to be 15%. The proposed hlm analysis will likely
have greater statistical power because all observed data
are included.
Discussion
The goal of this proposal is to develop an evidence-based
web resource to provide help to problem gamblers. There
is a great deal of interest for such a resource in a variety of
jurisdictions including a number of Canadian provinces.
The design has a number of limitations. Our recruit-
ment method and telephone follow-up is designed
to maximize the retention of participants in the trial
(i.e., enhance the internal validity of the research). This
design may limit the generalizability of the findings
(i.e., external validity) as we will not assess the efficacy
with individuals who are unwilling to enter a clinical
trial but would who briefly visit a site and look at or use
one or more tools. Future research will be required to
address the issue of how effective a free online resource
would be. A second limitation of the design is that we
will not be able to isolate the effective ingredients of the
intervention as numerous strategies are available for use.
Protocols for outcome studies of face-to-face therapies
ensure that adherent participants (i.e., those that attend
sessions) are exposed to all active treatment compo-
nents. In contrast, with self-directed treatment, thesecomponents are offered as a menu of options. “Adher-
ent” participants (i.e., those that visit the website) may
select only a few strategies. However, we will be tracking
the use of the various program components so we will
be able to conduct some correlational analysis of use
and outcome to develop hypotheses for future research.
Similarly, although we will recruit individuals who are
not currently accessing treatment for gambling pro-
blems, individuals may choose to access treatment
resources during the trial. In fact, as we have in previous
trials, we will provide information about treatment
resources to all participants. We will monitor involve-
ment and describe this involvement at each follow-up
(overall very low in previous trials).
Treatment outcome research relies on self-reported
gambling behaviour. We will collect this information
using standardized and validated procedures to enhance
accuracy and we will also confirm using collateral
reports from family and friends. Nonetheless, reliance
on self-report adds variability to the data. A final limita-
tion is the relatively brief assessment of participants. In
order to minimize the potential therapeutic impact of
the assessment process, we desire to keep it brief but we
also want to explore potential predictors of outcome.
Therefore, a number of assessment domains (e.g. comor-
bid mental health, social support, quality of life) are
assessed using very brief instruments and the extensive
data required to examine cost effectiveness will not be
collected in this trial. Future, more targeted research
with comprehensive instruments will be required to
follow-up on positive results.
Despite these limitations, this trial has many design
strengths which reinforce the importance of the results
to policy-makers and treatment service administrators.
Having numerous entryways into treatment and recovery
and many types of treatment and treatment supports are
crucial in effectively tackling this significant problem.Competing interests
The authors declare that they have no competing interest. Dr. Hodgins has
received consulting fees from the Centre for Addiction and Mental Health
for development of the online gambling tool.Authors’ contributions
All authors have made an intellectual contribution to this project. DH has
overall responsibility for the trial. DH and JC conceived and designed the
project. GF provided statistical analysis and design consultation. RM
conceived and developed the online tool. All authors contributed to the
protocol. All authors read and approved the final manuscript.Acknowledgements
This research is funded by the Canadian Institutes of Health Research (CIHR)
and the Alberta Gambling Research Institute. We wish to thank Ashley
McInnes and Kristy Kowatch who worked on the development of this
protocol. We would also like to acknowledge the assistance of the Web and
Portal Technology Group at the Centre for Addiction and Mental Health for
the technical support they provided to this research project.
Hodgins et al. BMC Public Health 2013, 13:10 Page 7 of 8
http://www.biomedcentral.com/1471-2458/13/10Author details
1Departments of Psychology and Psychiatry, University of Calgary, Calgary,
Canada. 2Department of Community Health Sciences, University of Calgary,
Calgary, Canada. 3Centre for Addiction and Mental Health, Toronto, Canada.
4Department of Psychology and the Dalla Lana School of Public Health,
University of Toronto, Toronto, Canada.
Received: 16 December 2012 Accepted: 7 January 2013
Published: 8 January 2013References
1. American Psychiatric Association: Diagnostic and Statistical Manual of Mental
Disorders Text Revision. 4th edition. Washington, D.C: American Psychiatric
Association; 2000.
2. Wardle H, Sproston K, Orford J, Erens B, Griffiths M, Constantine R, et al:
British Gambling Prevalence Survey 2007. London: National Center for Social
Research; 2007.
3. Hodgins DC, Stea JN, Grant JE: Gambling disorders. Lancet 2011,
378:1874–1884.
4. Stephens R: Gambling prevalence- Canada. [http://www.abgamblinginstitute.
ualberta.ca/LibraryResources/ReferenceSources/PrevalenceCanada.aspx]
5. Lorains FK, Cowlishaw S, Thomas SA: Prevalence of comorbid
disorders in problem and pathological gambling: Systematic
review and meta-analysis of population surveys. Addiction 2011,
106:490–498.
6. Petry NM, Stinson FS, Grant BF: Comorbidity of DSM-IV pathological
gambling and other psychiatric disorders: Results from the National
Epidemiologic Survey on Alcohol and Related Conditions. J Clin Psychiatry
2005, 66:564–574.
7. Cunningham JA: Little use of treatment among problem gamblers.
Psychiatr Serv 2005, 56:1024–1025.
8. Slutske WS, Blaszczynski A, Martin NG: Sex differences in the rates of
recovery, treatment-seeking, and natural recovery in pathological
gambling: results from an Australian community-based twin survey.
Twin Res Hum Genet 2009, 12:425–432.
9. Hodgins DC, El-Guebaly N: Natural and treatment-assisted recovery from
gambling problems: a comparison of resolved and active gamblers.
Addiction 2000, 95:777–789.
10. Pulford J, Bellringer M, Abbott M, Clarke D, Hodgins D, Williams J:
Barriers to help-seeking for a gambling problem: the experiences
of gamblers who have sought specialist assistance and the
perceptions of those who have not. J Gambl Stud 2009,
25:33–48.
11. Rockloff MJ, Schofield G: Factor analysis of barriers to treatment for
problem gambling. J Gambl Stud 2004, 20:121–126.
12. Suurvali H, Hodgins DC, Toneatto T, Cunningham JA: Hesitation to seek
gambling-related treatment among Ontario problem gamblers. J Addict
Med 2012, 6:39–49.
13. Hodgins DC, Currie SR, el-Guebaly N: Motivational enhancement and
self-help treatments for problem gambling. J Consult Clin Psychol 2001,
69:50–57.
14. Hodgins DC, Currie SR, el-Guebaly N, Peden N: Brief motivational
treatment for problem gambling: a 24-month follow-up. Psychol Addict
Behav 2004, 18:293–296.
15. Hodgins DC, Currie SR, Currie G, Fick GH: A randomized clinical trial of
brief motivational treatments for pathological gamblers: More is not
necessarily better. J Consult Clin Psychol 2009, 77:950–960.
16. Dowling N, Smith D, Thomas T: A comparison of individual and
group cognitive-behavioural treatment for female pathological
gambling. Behav Res Ther 2007, 45:2192–2202.
17. Echeburua E, Baez C, Fernandez-Montalvo J: Comparative effectiveness of
three therapeutic modalities in the psychological treatment of
pathological gambling: long-term outcome. Behav Cogn Psychother 1996,
24:51–72.
18. Ladouceur R, Sylvain C, Boutin C, Lachance S, Doucet C, Leblond J, et al:
Cognitive treatment of pathological gambling. J Nerv Ment Dis 2001,
189:774–780.
19. Petry NM, Ammerman Y, Bohl J, Doersch A, Gay H, Kadden R, et al:
Cognitive-behavioral therapy for pathological gamblers. J Consult
Clin Psychol 2006, 74:555–567.20. Wulfert E, Blanchard EB, Freidenberg B, Martell R: Retaining pathological
gamblers in cognitive-behavioral therapy through motivational
enhancement. Behav Modif 2006, 30:315–340.
21. Carlbring P, Jonsson J, Josephson H, Forsberg L: Motivational interviewing
versus cognitive behavioral group therapy in the treatment of problem
and pathological gambling: a randomized controlled trial. Cogn Behav
Ther 2010, 39:92–103.
22. Hodgins DC, Holub A: Treatment of problem gambling. In Research and
Measurement Issues in Gambling Studies. Edited by Smith G, Hodgins DC,
Williams R. New York: Elsevier; 2007:372–391.
23. Raylu N, Oei TPS, Loo J: The current status and future direction of self-help
treatments for problem gamblers. Clin Psychol Rev 2008, 28:1372–1385.
24. Hodgins DC, Makarchuk K: Becoming a winner. Defeating problem gambling.
Edmonton: AADAC; 2002.
25. Hodgins DC: Workbooks for individuals with gambling problems:
Promoting the natural recovery process through brief intervention. In
Using workbooks in mental health: Resources in prevention, psychotherapy,
and rehabilitation for clinicians and researchers. Edited by L’Abate L.
Bingham, NY: The Haworth Reference Press; 2004:159–172.
26. Portnoy DB, Scott-Sheldon LA, Johnson BT, Carey MB: Computer-delivered
interventions for health promotion and behavioral risk reduction:
a meta-analysis of 75 randomized controlled trials, 1988–2007. Prev Med
2008, 47:3–16.
27. Carlbring P, Smit F: Randomized trial of Internet-delivered self-help with
telephone support for pathological gamblers. J Consult Clin Psychol 2008,
76:1090–1094.
28. Cooper G: Exploring and understanding online assistance for problem
gamblers: the pathways disclosure model. eCommunity: Int J Ment Health
and Addiction 2004, 1:32–38.
29. Wood RTA, Griffiths MD: Online guidance, advice, and support for
problem gamblers and concerned relatives and friends: an evaluation of
the Gam-Aid pilot service. Br J Guid Couns 2007, 35:373–389.
30. Wood RTA, Griffiths MD: An evaluation of two UK online support forums
designed to help people with gambling issues. J Gambl Issues 2009,
23:5–30.
31. Cunningham JA, Hodgins DC, Toneatto T, Rai A, Cordingley J: Pilot study of
a personalized feedback intervention for problem gamblers. Behav Ther
2009, 40:219–224.
32. Cunningham JA, Hodgins DC, Toneatto T, Murphy M: A randomized
controlled trial of a personalized feedback intervention for problem
gamblers. PLoS One 2012, 7:e31586.
33. Cunningham JA, Hodgins DC, Toneatto T: Problem gamblers’ interest in
self-help services. Psychiatr Serv 2008, 59:695–696.
34. Internet World Stats. Internet World Stats: [http://www.internetworldstats.
com/stats14.htm#north].
35. Fox S: The engaged e-patient population: People turn to the internet for
health information when the stakes are high and the connection fast.
[http://www.pewinternet.org/pdfs/PIP_Health_Aug08.pdf]
36. Cunningham JA, Hodgins DC, Toneatto T, Cordingley J: Barriers to Treatment
for Problem Gamblers in Ontario. Guelph, ON: Ontario Problem Gambling
Research Centre; 2008.
37. MacKay T-L: Problem Gambling Risk Factors in Internet and Non-Internet
Gamblers. Calgary: University of Calgary; 2011.
38. Williams RJ, Wood RT: Internet Gambling: A Comprehensive Review and
Synthesis of the Literature. Guelph, ON: Ontario Problem Gambling Research
Centre; 2007.
39. Project Match Research Group: Matching alcoholism treatments to client
heterogeneity: Project Match posttreatment drinking outcomes. J Stud
Alcohol 1997, 58:7–29.
40. Curry SJ, Wagner EH, Grothaus LC: Evaluation of intrinsic and
extrinsic motivation interventions with a self-help smoking
cessation program. J Consult Clin Psychol 1991, 59:318–324.
41. Schoenbach VJ, Orleans CT, Wagner EH, Quade D: Characteristics of
smokers who enroll and quit in self-help programs. Health Educ Res 1992,
7:369–380.
42. Danaher BG, Smolkowski K, Seeley JR, Severson HH: Mediators of a
successful web-based smokeless tobacco cessation program. Addiction
2008, 103:1706–1712.
43. Strecher VJ, McClure JB, Alexander GL, Chakraborty B, Nair VN, Konkel JM,
et al: Web-based smoking-cessation programs: results of a randomized
trial. Am J Prev Med 2008, 34:373–381.
Hodgins et al. BMC Public Health 2013, 13:10 Page 8 of 8
http://www.biomedcentral.com/1471-2458/13/1044. Ferris J, Wynne H: The Canadian Problem Gambling Index: Final Report.
Ottawa, Ontario: Phase II final report to the Canadian Inter-Provincial Task
Force on Problem Gambling; 2001.
45. Aickin M: A program for balancing the allocation of subjects to
treatment in a clinical trial. Comput Biomed Res 1982, 15:519–524.
46. Diskin KM, Hodgins DC: A randomized controlled trial of a single session
motivational intervention for concerned gamblers. Behav Res Ther 2009,
47:382–388.
47. Hodgins DC, Currie SR, el-Guebaly N, Diskin KM: Does providing extended
relapse prevention bibliotherapy to problem gamblers improve
outcome? J Gambl Stud 2007, 24:41–54.
48. Sobell LC, Sobell MB: Timeline Followback: A technique for assessing
self-reported ethanol consumption. In Measuring Alcohol Consumption:
Psychosocial and Biological Methods. Edited by Allen J, Litten RZ. Totowa,
NJ: Humana Press; 1992:41–72.
49. Hodgins DC, Makarchuk K: Trusting problem gamblers: reliability and
validity of self-reported gambling behavior. Psychol Addict Behav 2003,
17:244–248.
50. Gerstein D, Murphy S, Toce M, Hoffman J, Palmer A, Johnson R, et al:
Gambling impact and behaviour study: Report of the national gambling
impact study commission. Chicago: National Opinion Research Center; 1999.
51. Wulfert E, Hartley J, Lee M, Wang N, Franco C, Sodano R: Gambling screens:
does shortening the time frame affect their psychometric properties? J
Gambl Stud 2005, 21:521–536.
52. Hodgins DC: Using the NORC DSM Screen for Gambling Problems
(NODS) as an outcome measure for pathological gambling:
Psychometric evaluation. Addict Behav 2004, 29:1685–1690.
53. Hodgins DC, Peden N, Makarchuk K: Self-efficacy in pathological gambling
treatment outcome: development of a Gambling Abstinence Self-
efficacy Scale (GASS). Int Gambl Stud 2004, 4:99–108.
54. Kessler RC, Andrews G, Colpe LJ, Hiripi E, Mroczek DK, Normand SL, et al:
Short screening scales to monitor population prevalences and trends in
non-specific psychological distress. Psychol Med 2002, 32:959–976.
55. Brooks RT, Beard J, Steel Z: Factor structure and interpretation of the K10.
Psychol Assess 2006, 18:62–70.
56. Schmidt S, Muhlan H, Power M: The EUROHIS-QOL 8-item index:
Psychometric results of a cross-cultural field study. Eur J Public Health
2006, 16:420–428.
57. Weinstock J, Whelan JP, Meyers AW: Behavioral assessment of gambling:
an application of the timeline followback method. Psychol Assess 2004,
16:72–80.
58. Preacher KJ, Hayes AF: SPSS and SAS procedures for estimating indirect
effects in simple mediation models. Behav Res Methods Instrum Comput
2004, 36:717–731.
59. Faul F, Erdfelder E, Lang AG, Buchner A: G*Power 3: a flexible statistical
power analysis program for the social, behavioral, and biomedical
sciences. Behav Res Methods 2007, 39:175–191.
doi:10.1186/1471-2458-13-10
Cite this article as: Hodgins et al.: Internet-based interventions for
disordered gamblers: study protocol for a randomized controlled trial of
online self-directed cognitive-behavioural motivational therapy. BMC
Public Health 2013 13:10.Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
